Results: A total of 341 valid questionnaires were returned, for a response rate of 70%. The confirmatory factor analysis and its goodness-of-fit indices (standardised root mean square residual 0.075, root mean square error of approximation 0.044 and comparative fit index 0.97) showed good model fit. The Cronbach's α values for each of the scales of the SAQ ranged from 0.64 to 0.82. The percentage of hospital healthcare workers who had a positive attitude was 60.3% for the teamwork climate, 57.2% for the safety climate, 58.4% for job satisfaction, 37.4% for stress recognition, 59.3% for the perception of management and 49.5% for working conditions. Intercorrelations showed that the subscales had moderate-to-high correlations with one another. Nurses were more hesitant to admit and report errors; only 55% of physicians and 44% of nurses endorsed this statement (χ 2 =4.9, p=0.02). Moreover, nurses received lower scores on team work compared with doctors (N 45.7 vs D 52.3, p=0.01). Doctors denied the effects of stress and fatigue on their performance (N 46.7 vs D 39.5, p<0.01), neglecting the workload.
Conclusions:
The SAQ is a useful tool for evaluating safety attitudes in Albanian hospitals. In light of the health workforce's poor recognition of stress, establishing patient safety programmes should be a priority among policymakers in Albania.
BACKGROUND
Patient safety is viewed as a crucial component of quality in healthcare service. 1 Over the last decade, numerous definitions of patient safety have emerged in the literature. The Institute of Medicine 2 described patient safety as the prevention of harm. However, the European agency Safety Improvement for Patients in Europe asserted that patient safety focuses on identifying, analysing and minimising patient risk. 3 Several studies have noted patient safety issues in different contexts. For example, study results from the USA revealed that one-fifth of the people in a community in New York reported that either they or someone in their household had experienced a medical error 4 (an adverse event is defined as an injury resulting from a medical intervention and not caused by an underlying medical condition). 5 European data, mostly from European Union (EU) Member States, show that medical errors and healthcare-related adverse Strengths and limitations of this study ▪ The Safety Attitudes Questionnaire (SAQ) was easily answered and consistently well explained. Second, the group administration fully supported the survey, and parallel studies showed an ongoing commitment to patient safety and maintaining a safety culture. Third, all of the respondents were anonymous. Although anonymity may have allowed the participants to feel more comfortable about completing the questionnaire, we cannot rule out the possibility that some potential participants hesitated to participate for fear of persecution or job harm. ▪ We are aware of several limitations of our study.
The SAQ tool relies strongly on self-reported behaviour. The resulting information may be biased and not correctly reflect the actual situation. A positive-answering tendency cannot be excluded. Staff perceptions of communication can vary over time and can be influenced by dayto-day events within the hospital setting. The external validity of the study findings was limited by the study design and participants. Finally, we did not examine variations in perceptions among departments or across hospital settings.
events occur in 8-12% of hospitalisations. Infections associated with healthcare affect an estimated 1 in 20 hospital patients on average every year (an estimated 4.1 million patients). The UK National Audit Office estimates the cost of such infections at £1 billion/year. 6 A recently released European Commission report titled Patient Safety in EU: 2014 elucidated an array of occurrences related to healthcare-associated infections that are directly responsible for 37 000 deaths/year, contribute to a further 110 000 deaths/year and cost hospitals more than €5.4 billion/year. 7 In healthcare, a significant percentage of errors are attributed to communication breakdowns and a lack of effective teamwork.
8 Furthermore, poor communication and ineffective teamwork are factors that contribute to the occurrence of patient safety incidents.
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Effective teamwork and communication are considered critical for ensuring high reliability and the safe delivery of care. Teamwork and communication techniques can improve quality and safety, decrease patient harm, promote cross-professional collaboration and the development of common goals, decrease workload issues, and improve staff and patient satisfaction. 8 To this end, hospitals need to assess patient safety and promote teamwork principles to create safe hospital systems. 5 12 13 THE TRANSITIONAL ALBANIAN HEALTH SYSTEM The Albanian health system Following various reforms that began in 1995 and have gained pace in recent years, the Albanian Health Care System moved from a typical Semashko model to a Bismarck model. 14 The decentralisation of primary care management, the complete privatisation of the pharmaceutical sector and dentistry and the founding of the Health Insurance Institute (HII) were the main milestones of these reforms. The health system is funded through a mix of general tax revenues, payroll tax revenues for the compulsory HII, voluntary prepayment for Voluntary Health Insurance (offered by HII), out-of-pocket payments made at the time of service use and various international donors. 14 Healthcare in Albania remains mainly public/state provided and is only partly privately provided. It is divided into three levels: primary, secondary and tertiary healthcare services. Healthcare services cover the entire country and are directed by the Ministry of Health. 15 The Ministry of Health has been rapidly changing from its traditional role as a 'health directorate' to a leadership role in health policy development and health strategy implementation. However, the Ministry of Health remains the major healthcare financing body, providing two-thirds of the total healthcare budget. The Ministry of Health is also a policymaker, decision maker and manager, and it leads human resources and training. [14] [15] [16] There are 4577 physicians in Albania and 709 inhabitants per physician.
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The Albanian hospital decentralisation process Albania is engaged in health reform initiatives that aim to introduce primary healthcare centred on family medicine to enhance the performance of the health system and to cope with a broader political agenda. 18 There is also a focus on hospital decentralisation reforms as part of an overall institutional decentralisation process. 19 Since the beginning of 2009, HII has had contracts with 39 hospitals in Albania: 1 tertiary hospital (in Tirana), 3 university hospitals (in Tirana), 11 regional hospitals and 24 district hospitals. The hospitals are financed according to a historical budget. In 2010, the contract between the HII and the hospitals also included elements related to quality and performance indicators; however, monitoring these indicators seems very difficult, if not impossible, because clinical protocols and medical hospital standards are not yet available. The hospitals in Albania are not yet entirely accredited. 14 The healthcare sector remains substantially underfunded and understaffed, and it lacks adequate healthcare management. 19 It is important to provide patients with much-needed safety because patient safety is an identifiable problem in hospitals. This approach would allow the provision of patient safety while avoiding blame games that divert attention away from the quality of care. Healthcare organisations often learn from errors in the use of local and national reporting systems. 20 Patient safety programmes exist primarily in the EU. Outside the EU, they are in a latent position (as in Albania at present). There are no established programmes on error records. Formal hospital registers show that patient safety is an issue in this country. According to some findings, 'medical breaches' are directly connected to presumed medical corruption. [21] [22] [23] There is a lack of research on patient safety in Albanian hospitals and primary care settings. Therefore, an instrument to measure healthcare professionals' attitudes about the safety climate in their hospitals would be helpful for understanding and identifying areas that need improvement and for evaluating improvements in interventions. The purpose of the present study was to establish the reliability and validity of the translated version of the Safety Attitudes Questionnaire (SAQ; Hospital Version) by evaluating its psychometric properties. Moreover, we aimed to determine whether there are differences among nurses and physicians regarding safety attitudes.
Previous research has assessed the psychometric properties of the SAQ across countries 24 25 and in different contexts and settings. The internal consistency and Cronbach's α values are acceptable, and the construct validity measured by confirmatory factor analysis (CFA) generally exhibits satisfactory model fit. [24] [25] [26] However, no psychometric instruments have been developed to measure patient safety in Albanian hospital settings.
Our research hypotheses related to the study aim were as follows: H1. The data from this study confirm the proposed sixfactor model of the original SAQ.
H2. The SAQ shows good internal consistency. H3. The individual items of the SAQ show high correlations within their respective factors. H4. There are no differences among nurses and physicians in terms of perceived patient safety attitudes in selected hospital settings.
METHODS Setting
This was a quantitative, cross-sectional study. The data were collected between May and June 2012 at four regional hospitals in Albania. Nurses and doctors answered the SAQ-A voluntarily and anonymously. Surveys that were blank or had unvarying responses (eg, all of the responses were 'neutral' or 'agree strongly') were excluded from this analysis because they did not provide any diagnostic information.
Participants
One-stage cluster sampling was used in this study. Four hospitals were randomly selected from a list of 11 regional hospitals to ensure geographic representativeness. In each of the hospitals selected, both nurses and doctors were included in the survey. The rationale behind choosing only two occupational groups (nurses vs doctors) was to explicitly compare these two groups with the distinctions regarding safety behaviour reported in the academic healthcare literature. [27] [28] [29] [30] Nurses and doctors in Albanian hospitals function in a manner similar to that of a team; hence, their attitudes affect patient service and quality. The surveys were administered during predetermined departmental and staff meetings.
MEASUREMENTS Safety Attitudes Questionnaire
The instrument used for data collection was the SAQ short adapted 30-item version. 31 The instrument comprises two parts. The first part contains questions that address perceptions of patient safety (table 1) . The second part collects data about the professional respondent, including position held, sex, main job and years of experience.
The instrument measures healthcare professionals' perceptions in six areas, the teamwork climate, the safety climate, job satisfaction, perceptions of management, stress recognition and working conditions, with a response scale ranging from 1 (disagree strongly) to 5 (agree strongly). We chose the SAQ as an evaluation tool because of the strong correlation shown by previous studies between favourable SAQ scores and positive patient outcomes. 31 Another reason was the proven validity and reliability of the SAQ in the countries in which it has been tested, including the USA, the UK, Turkey and Norway. [24] [25] [26] There are other tools for evaluating the patient safety culture or the patient safety climate, such as Patient Safety Culture in Health care Organizations, 32 the Manchester Patient Safety Assessment Framework 33 and the Patient Safety Behavioural Intent (PSBI). 34 These tools have been used in practice to highlight their potential strengths and weaknesses, as outlined in published research reports. However, the SAQ is one of the most commonly used and rigorously validated tools for measuring the safety climate in healthcare. A distinguishing feature of the SAQ is that higher scores on this survey have been associated with positive patient and staff outcome data. This feature contrasts with other tools that are less likely to have a direct association with patient outcomes. 35 Safety culture versus safety climate: definition of terms Safety culture has a broad definition. It has been defined as a worldwide issue that incorporates the values, assumptions and drivers that guide an organisation. Alternately, the safety climate may involve a narrower scope by addressing the way employees perceive certain aspects of the organisational culture.
Measuring the safety climate is important because the culture of an organisation and the attitudes of teams have been found to influence patient safety outcomes, and measures of the safety climate can be used to monitor change over time. 30 35 Some studies suggest that it is easier to measure the safety climate because culture is very broad, whereas the climate focuses on staff members' current perceptions of safety in relation to management support, supervision, risk taking, safety policies and practices, trust and openness. The safety climate is also thought to be more likely than culture to show change following interventions. 36 37 Consequently, we chose to examine the safety climate in our study as an easily researched and manageable concept.
STATISTICAL ANALYSIS
The data analyses were conducted using SPSS V.16 (SPSS Inc, Chicago, Illinois, USA). CFA was conducted by structural equation modelling using AMOS V.5.0 software to test the extent to which each SAQ-A dimension was explained by the items and the extent to which safety attitude was explained by the six dimensions. Relative χ 2 <5.0, a comparative fit index (CFI) value of ≥0.95, a root mean square error of approximation (RMSEA) value of <0.08 and a standardised root mean square residual (SRMR) value of <0.09 were considered to demonstrate acceptable model fit. The internal consistency of the Albanian version of the SAQ was assessed using Cronbach's α coefficient. Two items were negatively worded and were reversed for the statistical analysis. An independent sample t test was used to compare the mean score of the SAQ subscales between physicians and nurses. The χ 2 test was used to compare the proportions of the responses between physicians and nurses. Pearson's correlation coefficient was used to examine the relationship between the SAQ subscales. A p value ≤0.05 was considered statistically significant.
ETHICAL ISSUES
Approval by an ethical committee was not necessary because the study had no experimental design and did not involve patients. Moreover, we were informed that it was not mandatory to receive ethical approval from the hospital ethics committee. The study was conducted in line with the Helsinki Declaration using a survey. The participants were informed about the aims of the study. Responding to the questionnaire was voluntary and anonymous, and the participants were given the opportunity to opt-out without giving any explanation if they felt uncomfortable with the content of the questions.
RESULTS

Albanian version of the SAQ
The SAQ was translated from English to Albanian and back again by native speakers. To ensure that the version that was translated from English to Albanian was clear and used the correct words, a focus group comprising physicians, nurse experts and faculty members conducted a review. All of the components were reviewed for their conformity with Albanian culture. Linguistic validation of the translation was performed using the back-translation technique. The analytical results demonstrated that all six dimensions had good reliability (see tables 2 and 3). The experts' view determined the authenticity of the content on the basis of its relevance, appropriateness and importance to Albanian culture. A content validity ratio (CVR) and a content validity index (CVI) were calculated for each item. The mean CVR for the total scale was 0.96, and the mean CVI was 0.82, indicating satisfactory content validity. (The adapted version of the questionnaire is available from the authors on request).
Survey responses
A total of 341 valid questionnaires were returned from four hospitals for a response rate of 70%. An analysis of the missing data showed that no item had more than 2% missing values (range 0-1.8%). The majority of the participants (63.6%) were females (36.4% were males); 61.4% were physicians, and 38.6% were nurses (table 4).
Internal construct validity
The goodness-of-fit values used to evaluate the internal construct validity are displayed in table 3. The SRMR value was 0.075, the RMSEA value was 0.044 and the CFI value was 0.97. These values indicate a good model fit approximation of the translated version of the SAQ.
The CFA indicated a good model fit for each dimension and for the entire safety construct: the GFI, TLI and CFI were >0.90, and the RMSEA was <0.10.
Internal consistency
The internal consistency of the six factors and the 30 items of the translated version of the SAQ had Cronbach's α values of 0.62 to 0.82. Safety climate had the highest Cronbach's α values, and stress recognition had the lowest value (table 3) .
The test of the hypothesised relationships among the factors and items showed that the correlation ranged from 0.02 to 0.89 and that five of the six factor correlations were significant. The teamwork climate was positively correlated with the safety climate (r=0.55, p<0.01), job satisfaction (r=0.54, p<0.01), perceptions of 
SAQ factors and item descriptions and overall positive responsiveness per scale
The SAQ factor definitions and items, the missing answers, the mean (SD), and agreement (agree strongly) and disagreement (disagree strongly) responses are described in table 6 .
The percentage of hospital healthcare providers who reported having a positive attitude was 60.3% for the teamwork climate, 57.2% for the safety climate, 58.4% for job satisfaction, 37.4% for stress recognition, 59.3% for the perception of management and 49.5% for working conditions.
Group comparisons: nurses' behaviours versus physicians' behaviours
The results of the t test for independent samples did not indicate any significant difference between the scores of physicians and the scores of nurses with regard to the safety climate (t=−1.5, p=0.1) and the perception of management (t=−1.6, p=0.1) subscales, showing the same perceptions of attitude. A significant difference was found between the scores of the physicians and nurses for the teamwork (t=−5.4, p<0.01), stress recognition (t=6.4, p<0.01), job satisfaction (t=−7.8, p<0.01) and working conditions subscales (t=−9.7, p<0.01).
For the statement, "When my workload becomes excessive, my performance is impaired", a lower proportion of physicians and nurses endorsed the 'agree' option; this result achieved statistical significance (39% physicians vs 51% nurses; χ 2 =5.0, p=0.02). For the statement "I am provided with adequate, timely information about events in the hospital that might affect my work", 59% of the physicians responded positively compared with 34% of the nurses (χ 2 =18.8, p<0.01). Regarding the item "The culture in this hospital makes it easy to learn from the errors of others", a high percentage of the nurses and physicians agreed with the statement (80.2% of the nurses and 83% of the physicians; χ 2 =0.1, p=0.6). The nurses and doctors also agreed with the statement, "In this hospital, it is difficult to discuss errors"; the nurses felt more intimidated by discussing errors (55% of the physicians vs 44% of the nurses; χ 2 =4.9, p=0.02).
DISCUSSION
Previous studies in the area of patient safety have investigated the safety climate in primary care in Albania. 39 The aim of the present study was to investigate perceptions of the safety climate among nurses and doctors working in hospital settings to confirm a validated tool (SAQ). According to the results of this study, construct validity based on the CFA and goodness-of-fit indices including CFI, SRMR and RMSEA demonstrated a good model that fit very well. It is imperative that a model should be made more specific and tested a second time in case a hypothetical model fails to fit appropriately. 40 41 According to good model fit indices, the Albanian version of the SAQ is a valid measure of the safety attitude in hospitals. This finding is also an indication of the internal construct validity of the SAQ. The data from this study confirm our first hypothesis regarding the proposed six-factor model of the original SAQ (H1: The data from this study confirm the proposed six-factor model of the original SAQ).
The internal consistency and internal structure of the Albanian translation of the SAQ were assessed, and the translation showed satisfactory psychometric properties. The mean CVR for the total scale was 0.96 and the mean Continued CVI was 0.82, indicating satisfactory content validity. A good model fit was indicated by the construct validity, and its goodness-of-fit was used to determine the CFA. Based on the Cronbach's α values, the internal consistency of the six factors of the Albanian version of the SAQ showed values between 0.62 and 0.82. Job satisfaction and the perception of management had α values of 0.62 and 0.64, respectively, which are slightly below the recommended acceptable α value limit of 0.70 because of missing data that may have influenced the result. 41 The study results showed good internal consistency, confirming our second hypothesis (H2: The SAQ shows good internal consistency). To apply the SAQ in Albania and ensure its reliability, the outcomes of this research should be considered in future evaluations. Cultural aspects may exist regarding the perception of management in the Albanian setting. For example, hospital directors are quasi-political appointees, and physicians may have little training in healthcare management 16 and thus may lack the competency to properly evaluate overall management issues.
The study confirmed the third hypothesis based on the conclusion that all of the factors, with the exception of stress recognition, were interconnected (H3: Individual items of the SAQ show high correlations within their respective factors). According to the study results (see table 5), the teamwork climate was more positively correlated with the perceptions reported for the management and working conditions subscales. Stress recognition was not correlated with any of the subscales. These findings complement those of the psychometric testing for the original SAQ. In accordance with previous studies, stress recognition did not show a relationship with the perceptions of management, the teamwork climate, and job satisfaction, factors with moderate-to-high correlations. 24 A significant difference in the perceived patient safety attitudes for the subscales of teamwork, safety climate, job satisfaction and working conditions was found between the nurses and physicians, with the nurses scoring lower mean values (see table 1 ). Overall, the nurses perceived lower job satisfaction, worse working conditions, a lower level of teamwork and poorer perceptions of management compared with doctors. Thus, our fourth hypothesis was not confirmed (H4: There is no difference among nurses and physicians in terms of perceived patient safety attitudes in selected hospital settings).
Other clinical areas have categorically shown broad distinctions between nurses and physicians. 27 28 Two studies in the USA that used the SAQ showed that nurses and doctors differed in their perceptions of safety culture, 29 30 possibly because of the personal characteristics of the caregivers, such as their level of education, socioeconomic status and gender.
The traditional hierarchy of physicians has often discouraged nurses from speaking up to doctors. Nurses may be hesitant to confront physicians on issues of patient care because they might have less training in or experience with dealing with patients' medical conditions. 30 In our study, the nurses consistently showed low mean scores for working conditions, safety climate and job satisfaction. Another study that examined nurses' job satisfaction showed that 41% of nurses were dissatisfied with their work in the USA; in England, 38.9% of nurses intended to abandon the profession. Generally, salary, professional growth and autonomy are some of the factors that influence the nursing professional's job satisfaction. 42 National researchers in Albania have noted that nurses were less satisfied with their promotion opportunities and coworker satisfaction. 43 WHO studies stress the limited formal opportunities to upgrade knowledge and skills through continuing professional development. 44 From the study results, it is clear that the international benchmark standards were not met, 24 as evidenced by the failure of the mean values in relation to the five safety dimensions.
Managerial implications
Measuring safety climate dimensions such as perceived teamwork climate, job satisfaction and the perception of management in hospitals can help to diagnose the underlying safety culture of an entire organisation or work unit. This study created a thorough image of nurses' and doctors' behaviour regarding issues such as teamwork, the safety climate, stress at work, job satisfaction and management support in the selected regional hospitals.
European integration could increase the mobilisation of human resources for health to other countries (eg, immediately after acceding to the EU in 2007, Romania reported more than 6000 requests for certificates recognising the Romanian diplomas of doctors, dentists, pharmacists and nurses for use elsewhere in the Union 44 ). In light of hospital decentralisation reforms and EU adherence, 16 19 this study serves as a starting point for initiating policy changes to address the issues identified above, such as improving job satisfaction, working conditions and the perceived inadequate information flow among nurses, and to implement interventions targeted to reduce the impact of these factors on the quality of hospital care.
The prevailing culture influences safety behaviours and outcomes for both healthcare workers and patients. This study has shown that the SAQ-A is a valid and easily administered instrument. As a first step, hospitals can use this tool to measure their employees' safety attitudes on a regular basis. Moreover, healthcare managers can use the resulting data to design effective safety management systems and possible interventions, such as promoting teamwork or stress recognition among doctors and nurses.
The results of this study can serve as baseline information for researchers with a variety of research interests, especially those related to patient safety and human resources for health.
From a cultural perspective, the results serve as a basis for comparison with other countries or systems that have their own particularities but share important common features with Albania (in terms of health services organisation, financing and regulation and similar evolutions of these systems).
Promoting patient empowerment and a positive safety culture Over the past two decades, many policy documents, national priorities and guidelines across Europe, North America, Australia and sections of the Asian continent have been developed with messages about developing a positive safety culture with regard to healthcare. 45 46 These types of initiatives are quite scarce and latent in Albania. Below, we present a contextualised framework (figure 1) that takes into account the Albanian Health Care System when considering how to promote a safety culture in an underfinanced healthcare system. The authors hope to broaden this perspective to similar health systems in Eastern European countries. Our main goal was to develop and test a framework for making the concept of safety culture meaningful and accessible to policymakers, healthcare managers and front-line staff, thus helping to facilitate a debate about ways to improve the safety culture in Albanian healthcare settings. We used a comprehensive review of the literature and national policy documents to identify the key dimensions of safety culture in healthcare settings.
The voices of patients and professionals are largely absent in the field of patient safety in Albania. For example, patients are considered to be passive and to maintain a troublesome apathy towards involvement in the healthcare decision-making process 47 with regard to the country's informal payment phenomenon, which has deleterious effects on the Albanian health system. More active involvement of patients will help to diffuse and scale up patient safety programmes that have been successfully implemented in Western Europe and outside EU-developed countries.
Further research needed
The topic of patient safety is becoming increasingly prominent in political agendas. 48 Reduced revenues and increasing expenditures in times of financial crisis are likely to increase pressure on health systems to further contain costs, thus affecting service quality and patient safety. 49 According to one recent cost-effectiveness study on patient safety, interventions show that specific actions related to patient safety can be cost-effective. 50 To cope with the EU policy measures and reduce the costs of unsafe care and to develop cost-effective patient safety programmes in Albania, further research is needed. Furthermore, work is needed to better identify and design solutions that fit into existing institutional and organisational frameworks. At the hospital level, there is a need to understand the differences in attitudes among nurses and doctors and to better understand their low mean values on the scales compared with international benchmarks, 24 especially in terms of the stress and fatigue recognition scale.
CONCLUSIONS
It is apparent that the psychometric aspects and the translation of the SAQ indicate good construct validity. Nonetheless, the reliability analysis suggested that some items need further refinement to establish sound internal consistency. The SAQ is clearly a useful tool for evaluating safety attitudes in Albanian hospital settings, and it confirmed our main hypothesis, H1. The data from this study also confirmed the proposed six-factor model of the original SAQ, H2. The SAQ showed good internal consistency, H3. Individual items of the SAQ showed high correlations within their respective factors.
As previous research suggests, the SAQ has potential as a useful tool for evaluating safety attitudes. Regarding our study, there is room for improvement, especially in terms of generalising the findings to larger samples and conducting additional exploratory analyses to identify a better factor model. Moreover, the researchers are committed to adapting a new version of the tool by combining it with in-depth interviews to learn more about the differences in nurses' and doctors' safety attitudes.
